Physician's Statement for Disability Benefits

— Patient Information

Patient Name: | |

Date of Birth: | |

Address: | |

— Physician Information

Physician Name:| |

License Number: | |

Address: | |

— Medical Information
Diagnosis:

Description of Disability:

Current Treatment:

Physical/Mental Limitations:

— Physician Statement
Physician's Statement:

Date: | |

Physician's Signature: |
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